Introduction

Inability
to attain orgasm is a common presenting problem in women. Some women can attain orgasm in response to masturbation but are unable to obtain orgasm during inter course. Primary orgasmic failure refers to the inability to attain orgasm irrespective of the type of sexual stimulation employed.
It has been reported that women can attain orgasm much more readily by masturbation than by coitus (Kinsey et al, 1953) . Masters and Johnson (1966) concluded from their experi mental observations that masturbation induces more intense orgasms than coitus. Bardwick (1971) has suggested that an intense orgasm results in increased vascularity in the vagina, labia and clitoris, a state that will enhance the potential for future orgasms. McGuire et a! (1965) suggested that the orgasm induced during masturbation may provide a reinforcing event for the conditioning of the fantasy accompanying or preceding masturbation.
The therapeutic use of masturbation may therefore be a means of enhancing orgasm potential in the anorgasmic woman. Hastings (1963) reported a routine employed by some of his female patients. The patient would read erotic literature and then masturbate to orgasm and in subsequent masturbatory sessions she would endeavour to shorten the time required to reach orgasm. Having lowered the threshold level of orgasmic release the husband was then encouraged to stimulate her manually to bring her to orgasm thus establish ing an orgasm attainment response which could be transferred to intercourse. Other workers have employed programmes of masturbation in the treatment of anorgasmia (Lobitz and Lo Piccolo, 1972; Lo Piccolo and Lobitz, 1972; Kohlenburg, 1974; Kaplan, 1974; Williams and Orsmond, 1977; Zeiss et a!, 1977) . These workers have generally presented case reports or results of uncontrolled studies. The purpose of the present study was to investigate the possible value of a programme of directed masturbation employed as an adjunct to the sensate focus technique of Masters and Johnson (1970) and supportive counselling in the management of primary anorgasmia. (e) They were not taking drugs that might interfere with sexual function They were not severely depressed. Their husbands could control ejaculation for a minimum of three minutes. Thirty-seven patients were recruited to the study during a two year period. By a pre determined randomization schedule 17 patients were allocated to treatment A (a control group undergoing conventional therapy) and 20 patients to treatment B (a programme of direc ted masturbation).
Method
Having been admitted to the study, two patients in treatment group A were withdrawn; the first because she went to live too far away to enable regular attendance at the clinic and the second because her husband suffered a myo cardial infarction and could therefore not participate in the treatment. The n@umber of patients in treatment A was therefore reduced to fifteen.
No statistically significant differences existed between the patients in the two treatment groups with respect to age, duration of sexual experience, duration of marriage, frequency of intercourse and method of contraception em ployed. There was also no significant difference between the two treatment groups in the mean number of living children per patient. (Table I) .
Treatment
Treatment programme A. The patients together
with their husbands were seen weekly for six weeks and then fortnightly for a further six weeks. The initial consultation lasted one hour and subsequent consultations were between 30 and 45 minutes. At the first consultation a full history was obtained and the patient was examined.
Pelvic examination was conducted
with the husband present. During the pelvic examination the genital anatomy and parti cularly the position of the clitoris, was demon strated to both marital partners. A mirror aided self inspection for the woman. Photographs and diagrams aided further discussion of sexual anatomy and physiology.
Diabetes and hypothyroidism were excluded by blood tests.
A general discussion then followed between the two marital partners and the two therapists. The importance of foreplay, the desire of most women to be courted and the necessity to allo-â€oe¿ cate sufficient time each day for intimate contact was stressed. Advice was given to vary the time, place and form of sexual contact. The technique of sensate focus was outlined and discussed and the couple were advised to prac tice it nightly. Intercourse was not prohibited and encouraged to experiment with this in her sessions of autostimulation. Week 7 The patient uses the vibrator for auto stimulation with her husband in the room. Week 8 The husband is encouraged to stimu late his wife with the vibrator. It is advised that at first they should both hold the vibrator so that she can guide it to the position of maximal stimu lation.
Week 9 The couple are advised to enage in intercourse in the female superior sitting position while the wife stimu lates herself with the vibrator. Week 10. The couple engage in intercourse in any position they wish. Stimulation with the vibrator is stopped prior to orgasm and the husband manually stimulates her during intercourse. Weeks As in week 10 but the use of the 11 and vibrator is stopped progressively earlier 12 in the sexual act.
Assessment ofprogress and outcome
Progress was assessed at each consultation during the course of treatment. The husband and wife were always seen together. Long term follow up at approximately twelve months from the conclusion of the treatment was endeavoured. A letter was sent to each patient inviting her to attend the clinic but when this was not possible she was asked to answer written questions about her sexual function.
Results
The outcome of the treatment programmes was considered in the following terms: 1, Ability to attain orgasm by any means;
2,Abilityto attainorgasm during intercourse by any means; 3, Ability to attain orgasm during intercourse without the use of the vibrator.
1. Ability to attain orgasm by any means.
At the end of the twelve week treatment period the number of patients who had de veloped the ability to attain orgasm by any means is shown in Table II . Of the patients in group B 90 per cent were able to experience orgasm compared with 53 per cent in Group A. The difference is statistically significant.
2. Ability to attain orgasm during intercourse by any means. Of patients in group B 85 per cent compared with 47 per cent in group A, were coitally orgasmic on at least 75 per cent of occasions. The difference is statistically significant. (Table  II) .
Ability to attain orgasm during intercourse
without the use of vibrator. Of the 17 patients who developed the capacity to attain orgasm during intercourse in group B, all but two were able to do so without the use of the vibrator on at least 75 per cent of coital occasions.
Follow up at twelve months
Two patients from group B were lost to follow up at twelve months. Both of these 
Results of treatment at twelve weeks (percentagefigures in brackets)
x' =4.20,P <0.05 x' =4.27,P <0.05 remaining patients who had developed orgasmic capacity in both treatment groups continued to be orgasmic during the twelve months. Both of the patients in group B who only experienced orgasm during coitus with the aid of the vibrator throughout the treatment period found that they were able to dispense with the vibrator after about three months and experience orgasm on at least 75 per cent of coital occasions.
Discussion
In the past sexual dysfunction was con sidered to be almost invariably due to deep seated psychopathology treatable only by long term psychotherapy (Freud, 1905; O'Connor and Stern, 1972) . The increase in the number of patients with sexual difficulties coming for treatment calls for shorter therapeutic ap proaches.
There is a growing literature on the treatment of female orgasmic failure, but the majority of publications report single case studies or results of small uncontrolled series so that it is not possible to evaluate the merits of the different therapeutic approaches. There is great variation in the reported success rate of the different methods of treating female anorgasmia (Lobitz and Lo Piccolo, 1972; Masters and Johnson, 1970; McGovern ci al, 1975; Williams and Orsmond, 1977) . Apart from the efficacy of the different therapeutic regimes other factors may influence the reported results. In many pub lished reports the characteristics of the subjects being treated are omitted and definition of a successful outcome of treatment is frequently too vague to provide a reliable description of the effects of the treatment. The success of the present therapeutic regime was considered in terms of the patient achieving orgasm in at least 75 per cent of her coital experiences. This is a stricter criterion than that employed by Lobitz and Lo Piccolo (1972) who considered a woman cured if she was orgasmic in at least 50 per cent of coital connections. An important difficulty in establishing the outcome of any form of treatment of sexual dysfunctions is obtaining a reliable assessment of the patient's sexualfunctioning. In general there is reliance upon the patients giving verbal reports of their sexual activity. This may not always be reliable. In the present study both marital partners were questioned about the success or failure of the treatment and it is considered that this would give a more reliable assessment of outcome.
In the two year period during which patients were recruited to the study a further thirty-one anorgasmicwomen were seen.Many of these exhibited strong negative attitudes to sexual intercourse which precluded them from the study. Such patients require specific desensitizing therapy before a programme of masturbation could be considered. Premature ejaculation was another factor that frequently precluded patients from the study, though subsequently this has been treated by the â€˜¿ squeeze technique' (Masters and Johnson, 1970) during the wife's therapy programme.
Despite the strict criteria for admission to the study which would eliminate factors that may adversely influence the outcome of treatment, the progress of the patients in the control group was disappointing.
Only 53 per cent of the patients became orgasmic by any means and only 47 per cent experienced orgasm during coitus by the end of the twelve week treatment period. In a previous series of patients treated for primary orgasmic failure by a similar therapeutic programme 63 per cent of 22 patients became coitally orgasmic (personal unpublished observations). The present result is comparable to that achieved by Cooper (1970) whO employed a combination of systematic in vivo desensitization, sex education and psycho therapy in the treatment of female anorgasmia. Forty-eight per cent of Cooper's patients were cured or improved (defined as achieving orgasm through coitus or at least obtaining greater pleasure in coitus than before therapy). The mean duration of therapy was one year. Masters and Johnson, (1, 970) , treated 193 patients with primary anorgasmia by an intensive two week therapy programme and obtained a success rate of 83.4 per cent. However, it is not clear from their published data whether or not all these â€˜¿ successes' became coitally orgasmic or were only able to attain orgasm in response to other methods of stimulation. Lobitz and Lo Piccolo, (1972), treated 13 patients with primary orgasmic failure by an adaptation of the Masters and Johnson pro gramme with concurrent directed masturbation. Using the criteria for success that the patient experienced orgasm in at least 50 per cent of coital connections, all their patients were â€oe¿ successfully treated. Directed masturbation was al@o employed by Kohlenberg (1974) in the tz@tment of female orgasmic failure in three patients whollad failed to respond to a treat ment programme modelled after that of Masters and Johnson (1970) . The therapy involved a gradual series of sexual assignments ranging from self examination to autostimula tion and masturbation by the sexual partner. All three patients responded to this form of therapy favourably. A six-step treatment programme for In the present work, by the end of the twelve week masturbatory treatment programme 90 per cent of the twenty patients were able to attain orgasm. Eighty-five per cent of the group were able to attain orgasm during sexual intercourse on at least 75 per cent of occasions. The success rate of the directed masturbation therapy programme was statistically signi ficantly better than the success rate of the control therapy.
At the end of the twelve week treatment programme, eight patients in the control group had not experienced orgasm. These patients were given the option of further treatment and all but one accepted. The patients were intro duced to the programme of directed mastur bation. Six patients became orgasmic during the course of treatment and five of these were coitally orgasmic without the aid of a vibrator. The remaining patient was orgasmic with the use of the vibrator but not during intercourse.
Not every published study on the treatment of sexual dysfunctions has included results of long term follow up. This information is probably more important than the immediate results of treatment. From the data available (Lazarus, 1963; Lobitz and Lo Piccolo, 1972; Wincze and Caird, 1976; Chapman, 1968) it would appear that the majority of patients retain improved sexual function following successful treatment. In the present series all but two of the patients who were treated by the programme of directed masturbation were reassessed at the end of twelve months following conclusion of treat ment. All the remaining patients who had gained orgasmic ability during the treatment programme continued to be orgasmic twelve months after treatment.
We were surprised how readily patients accepted masturbation as part of the therapeutic programme.
The use of the vibrator in the management of sexual dysfunction, particularly orgasmic failure, has been recorded by Lo Piccolo and Lobitz, (1972), Kaplan, (1974) and Williams and Orsmond, (1977) . Two patients in the present series did not readily accept the use of the vibrator but both these patients became orgasmic in response to manual stimulation and therefore the use of the vibrator was not essential to their therapy. Kaplan (1974) emphasizes the potential difficulty a patient may experience in the transition from masturbatory to coital orgasm and the dependence that may develop on the vibrator. This was not a problem in the present study nor in our subsequent experience.
The programme of directed masturbation described in this paper employed as an adjunct to sensate focus and supportive counseffing, has been shown to be effective in the management of female orgasmic failure. Directed masturbation must be viewed only as an adjunct to therapy and not as the sole element in treatment. The encouragement of communication between the sexual partners and sex education is essential.
